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ABSTRACT
THE ROLE OF RELIGIOSITY IN DRUG USE:
A SOCIAL INTEGRATION PERSPECTIVE
Lindsey Dianna Thomas
Old Dominion University, 2021
Director: Dr. Ingrid Whitaker

The purpose of this study is to examine the relationship between religiosity and drug use
among civilian, noninstitutionalized individuals over the age of 18 in the United States within the
theoretical framework of Durkheim’s social integration theory. Focusing on the three aspects of
religiosity, practice, belief, and affiliation, this study used logistic regression models to
determine the relationship between drug use, specifically the use of marijuana/hashish, cocaine,
and heroin, and religiosity. Control variables were incorporated into these models in order to
separate the effects of religiosity from demographic variables. The research determined that
individuals who reported higher measures of religiosity, both public (service attendance) and
private (belief and affiliation), had reduced odds of drug use ever and in the last 30 days.
Frequent service attendance had the stronger effect on those odds across all drugs tested. The
results of this study supported Durkheim’s theory of social integration which posits that
individuals who are more tightly integrated into their particular social network(s) are less likely
to engage in deviant behavior, such as drug use. Individuals would rather conform to the norms
of their social groups than risk being cast out of them.
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CHAPTER I
INTRODUCTION
Can you imagine a world without drugs? Mind-altering substances have been present in
the United States since the settlement of Jamestown in 1607 (PBS n.d.) For centuries, marijuana
was grown and harvested for its hemp, which was used to make rope, sails, and other important
fabrics. Smoking hashish, derived from the resin of the marijuana plant, became popular in the
1800s. During the same period, opium was the drug of choice for middle- to upper-class women.
Opium was commonly prescribed by doctors and medicines containing opium were readily
available in pharmacies to anyone who could pay for them (PBS n.d.). Cocaine was also
discovered in the 1800s and gained popularity amongst soldiers (to fight fatigue) and even as a
mild stimulant in commonplace products such as Coca-Cola, coca wine, and medicines for
various ailments, such as toothaches. In time, the United States would see the introduction of
amphetamines, LSD, and ecstasy, as well as the evolution of those drugs which had been very
familiar: opium into morphine into heroin into prescription opiates; cocaine into freebase into
crack; amphetamines into crystal meth, etc (PBS n.d.). Today, these drugs are recognizable to
most Americans, at least by name.
Most can agree that drug use comes at a high price. In 2007, illicit drug use (including
the abuse of prescription drugs) cost the United States an estimated $193 billion, those costs
being “related to crime, lost work productivity, and health care” (NDIC 2011). In a more literal
sense, drug users must spend money in order to support their habit, many earning that money by
selling drugs, committing property crime, or through sex work (Roundtree 2017). Sometimes the
cost of drugs is one’s health. According to the CDC, 6% of HIV diagnoses in 2015 were related
to needle sharing by injectable drug users (2017). In 2015, about 20,000 individuals died due to
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opioid overdose alone. Besides the possibility of overdose, the threat of imprisonment is never
far from the drug user. According to the Federal Bureau of Prisons (BOP) (2017), as of
September 2017, 46.3% of federal prison inmates are incarcerated for drug offenses. According
to the Bureau of Justice Statistics, 16% of state prison inmates in 2012 were incarcerated for
drug offenses (Carson 2014). From any angle, one can see that drug use is a problem in the
United States: it is costly, can be deadly, and plays a large role in the mass incarceration of
individuals. Drug use, drug prevention, drug treatment, and harm reduction are all areas which
have been of focus for researchers trying to solve and/or control the drug problem in the United
States. Nevertheless, there is clearly still more to be done.
PURPOSE OF THE STUDY
The purpose of this study is to examine the relationship between religiosity and drug use
among civilian, noninstitutionalized individuals over the age of 18 within the United States
within the theoretical framework of Durkheim’s social integration theory. Three specific
research questions guide this study:
1. Does the frequency of religious service attendance affect marijuana/hashish, cocaine,
and heroin use?
2. Does the strength of one’s agreeance that their religious beliefs are important to them
affect marijuana/hashish, cocaine, and heroin use?
3. Does the strength of one’s agreeance that their religious beliefs influence their
decision-making affect marijuana/hashish, cocaine, and heroin use?
SIGNIFICANCE OF THE STUDY
This study aims to offer more explanations for its observed results than previous studies
on the topic by examining the relationship between religiosity and drug use through the lens of
Durkheim’s social integration theory. While much research has been conducted which examines
the relationship between religiosity and drug use, very few of these studies were guided by any
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sort of theoretical framework and many only aimed to describe the relationship between
religiosity and drug use, rather than explain it. Additionally, many studies used nonprobability
sampling techniques, meaning their results were not generalizable to the whole population. This
study utilizes data from the 2014 National Survey on Drug Use and Health (NSDUH) which is a
nationally representative survey that uses stratified probability sampling (SAHMSA 2015b).
Therefore, the results from this study have much stronger external validity than other similar
studies that have been conducted.
DEFINING RELIGIOSITY
This section examines the difficulties researchers face when defining the complex
concept of religiosity and details some of the definitions that have been used.
Each study concerning the effects of religion on drug use must first contend with defining
religiosity. Religiosity is known by researchers to be a complex, multifaceted concept which can
be difficult to operationalize and whose definition often varies (Gmel et al. 2013; Steinman,
Ferketich, and Sahr 2008). In a study on the effects of both religiosity and religious
denomination on drug and alcohol use, Gmel et al. (2013:1086) defined religiosity as “a
connection with the public realm of membership in a religious institution with an official
denominational system of beliefs, rituals, practices, and community, oriented toward the sacred.”
Gmel et al. (2013) considered the private connection to God to be something different:
spirituality. However, in their own study, they admitted that most researchers consider
religiosity to be a combination of public and private worship when they operationalize the
variable, often using activities such as service attendance, prayer, and strength of beliefs to
measure the variable.
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Steinman et al. (2008:23) considered religiosity to be a combination of “beliefs,
affiliation, and practice.” One’s religious beliefs shape how they understand the world, what acts
they consider immoral (such as using drugs or drinking alcohol) and how permissible such
behaviors are. Affiliation, according to Steinman et al. (2008), does not necessarily mean
denomination but rather how involvement in one’s religion affects the opportunities one has and
the structure of their community. Practice simply refers to all religious activities, including those
in the private as well as public sphere (like prayer and attending service). Notably, even after
defining religiosity as containing those three components, Steinman et al. (2008) only focused on
practice in their research, thereby acknowledging from the very beginning that their variables did
not capture a complete picture of religiosity. This appears to be common amongst research of
the effects of religion.
Palamar et al. (2014) described the three facets of religiosity which Steinman et al. (2008)
enumerated as religious affiliation, religious attendance, and religious importance. Palamar et al.
(2014:659) posit that affiliation is an important part of religiosity because it is an important part
of one’s identity and “is an indicator of exposure to and internalization of religious norms.”
Religious attendance is an important factor because it represents both time spent with religious
peers and studying one’s religion and time not spent doing other activities, such as using drugs.
Religious importance refers to how important one feels their religion is in their life and has often
been found to be protective against drug use, though some studies indicate that the type of drug
matters with this particular variable. Unlike both Gmel et al. (2013) and Steinman et al. (2008),
Palamar et al. (2014) actually operationalized religiosity in a way which reflected all three of
these facets by using the variables religious affiliation, attendance of religious services, and the
importance of one’s religion. In doing so, they hoped to get more reliable results.
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In summary, religiosity is a complex, multifaceted concept which is hard to
operationalize although some researchers can agree that it has three central components: belief,
affiliation, and practice (Steinman et al. 2008; Palamar et al. 2014). Gmel et al. (2013)
acknowledge this definition but differentiate between what they consider religiosity and
spirituality, namely that the former is public and the latter is private. In any case, even with a
common definition, the operationalization varies from study to study, which is considered a
limitation of the research as a whole. This study acknowledges the three components of
religiosity (belief, affiliation, and practice) and operationalizes them with three separate
variables: frequency of attendance (practice), importance of beliefs (belief), and influence of
beliefs on decision-making (affiliation as Steinman et al. defined it) (2008).
SUMMARY
Statistics indicate that there is a drug problem in the United States which is costly for all
citizens. Studying the effects of religiosity on drug use has implications for both prevention and
treatment of drug addiction which can affect the entire country. This study aims to examine that
relationship using Durkheim’s social integration theory to help explain the observed effects of
religiosity. The following chapter will give an overview of the literature that have examined the
relationship between religiosity and drug use.
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CHAPTER II
LITERATURE REVIEW
INTRODUCTION
This chapter discusses empirical evidence that has examined the effects of religiosity on
drug use. The chapter begins by examining the protective effect of religiosity in detail, both in
general and specifically against drug use. Following that, other factors found to influence drug
use are examined, including demographic factors, exposure to drug users, the type(s) of drug(s)
studied, and religious denomination. Then, there is a critique of the literature followed by an
examination of Durkheim’s social integration theory which is the theoretical perspective guiding
this research. The chapter concludes with a summary.
RELIGIOSITY AS A PROTECTIVE FACTOR
The research discussed in this section presents the findings of studies which examine
religiosity as a protective factor. Protective factors are those factors which are correlated with
lower potential for a specified behavior (Gmel et al. 2013). The protective effect of religiosity
has been studied in correlation with many things, some of which are discussed in this section.
In a meta-analysis, Salgado (2014) reviewed the results of studies which examined the
role of religiosity as a protective factor in many different aspects of life. After reviewing the
extant empirical research, Salgado (2014) concluded that the protective effect of religiosity is
evident in an individual’s health and the way the individual relates to their environment.
Religiosity affects all facets of one’s life, especially the social sphere (work, family,
relationships, education, etc.). The author also concluded that one’s religion was associated with
a charitable nature. It also gave people feelings of purpose and control. Religion helps one cope
with their struggles in life and gives one’s suffering a context or meaning. Additionally, religion
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was associated with a higher subjective sense of happiness and fulfillment. Furthermore, a high
religiosity was associated with higher self-control, higher self-esteem, a healthier lifestyle, and a
tendency to avoid risky behaviors. Religiosity tended to have a positive effect on prosocial
values and reduced stress as well as helped individuals cope with their stressors (Salgado 2014).
Salgado’s (2014) meta-analysis provided strong evidence that religiosity can have a protective
effect on many important areas of one’s life.
Burshtein et al. (2016) conducted a longitudinal study using data from an epidemiological
survey of Israel-born individuals with psychiatric disorders born between 1949-1958. Their aim
was to determine the effect of religiosity on suicide, controlling for psychiatric disorder and
substance use. The study, conducted in the 1980s, contained 19000 individuals but, after using
data about the individual’s parents to balance socioeconomic backgrounds, the researchers
selected 5200 Jewish, Israeli men for their study. Burshtein et al. (2016) connected the 5200
men from the survey with a nationwide registry of causes of death 25 years later in order to
determine instances of suicide amongst the men. Burshstein et al. (2016) were also able to
measure thoughts and attempts of suicide based on questions in the original survey. They
compared suicidality against a measure of religiosity found in the epidemiological survey.
Respondents were either secular (not religious), religious, or partially observant (observing some
Jewish laws but not others). There was also a measure in the survey which asked about lifetime
substance use.
Burshtein et al. (2016) found that rates of suicidal thoughts were similar across all three
religiosity categories but that suicidal attempts were significantly lower amongst the religious
and partially observant, even after controlling for psychiatric distress and substance use. Nine
individuals in their study had committed suicide and of those nine, eight were secular and one
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was partially observant. There was no significant difference in psychiatric distress or substance
use between these nine individuals. Burstein et al. (2016) were able to conclude that religiosity
did have a protective effect against suicide.
Hardy et al. (2013) conducted a study to determine if religiosity was a protective factor
against adolescent pornography use by conducting an online survey of 419 individuals living in
the United State, ages 15-18. They measured religiosity in terms of religious involvement and
religious internalization. Religious involvement included responses to questions about public
activities such as attending church services and groups as well as questions about private
activities such as prayer. Religious internalization included responses to questions about one’s
religious motivations which were organized into categories such as external motivation and
intrinsic motivation. These categories were combined and ranked so that a higher score
indicated more intrinsic motivation. Pornography use was separated into accidental and
intentional. Hardy et al. (2013) found that adolescents who were more religious, scoring high in
both involvement and internalization, were less likely to view pornography, both accidentally
and intentionally. They concluded that religiosity is a protective factor against pornography use,
which can be considered a form of sexual deviance.
Dowshen et al. (2010) conducted a study of 92 young transgender women (YTW) from
Chicago in order to discover if religiosity was a protective factor against HIV risk. YTW are a
group which face higher than average risks of HIV and have, in the past, had low rates of
religiosity. Dowshen et al. (2010) collected data using the ACASI (audio computer-assisted selfinterview) method, asking questions relating to HIV risk and religious beliefs and religious
practices. Questions which related to HIV risk were about sexual risks the YTW might have
taken, such as sex work and multiple anal sex partners. They reported higher than average levels
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of religiosity amongst the YTW and found that those who engaged in formal religious practices,
such as attending church services, were significantly less likely to engage in sexually risky
behaviors, thus having lower risks of HIV. Interestingly, they found that religious thoughts and
prayer had no protective effect against sexually risky behaviors. Dowshen et al. (2010) posited
that the social benefits of attending church, like stress relief and a sense of community, may be
more important than one’s actual religious beliefs. Nonetheless, the authors were able to
conclude that at least religious practices were a protective factor against HIV risk.
RELIGIOSITY AS A PROTECTIVE FACTOR AGAINST DRUG USE
The research discussed in this section presents the findings of both quantitative and
qualitative studies which examine religiosity as a protective factor against drug use specifically.
The effects of religiosity are further divided into the effects of external religiosity and internal
religiosity.
Public Religiosity
Public religiosity refers to public religious acts such as attending religious services or
activities. This subsection presents the findings of several studies which pertain to the effects of
public religiosity.
Steinman, Ferketich, and Sahr (2008) tested whether or not the relationship between
drugs and religion was a dose-response relationship, meaning, in this study, that frequent
religious activity (RA) is associated with less drug use than occasional RA and no RA, and
occasional RA is associated with less drug use than no RA. They focused on Black and White
adolescents in high school and surveyed them concerning their use of cigarettes, alcohol, and
marijuana. Steinman et al. (2008) did conclude that frequent RA was most associated with the
least amount of alcohol, cigarette, and marijuana use. They were surprised to find that
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occasional RA had a positive relationship with alcohol and cigarette use in some demographic
groups, meaning that those who occasionally attended religious activities actually had increased
odds of drinking alcohol and smoking cigarettes. Steinman et al. (2008) proposed that
adolescents who experimented with drugs may also experiment with religion in an effort to
define their identity. Additionally, they suggested that occasional RA may have more to do with
parental influence than frequent RA. In other words, those adolescents who occasionally
participate in religious activities may be more likely to do so simply because their parents told
them to as opposed to those who frequently participate in religious activities, who may be more
likely to do so out of genuine belief.
Salas-Wright et al. (2012) brought up an important point which few other researchers
recognized: the protective effect of religiosity as a whole may be different than the observed
effects of the individual characteristics of religiosity. The authors examined this whole effect by
using data collected from adolescents by the 2008 National Survey on Drug Use and Health
(NSDUH). They selected several variables which, taken as a whole, represented religiosity,
including religious service attendance, participation in religious groups, the significance of
religious beliefs, and how those beliefs influenced the individual’s decision-making. Religious
service attendance and participation in religious groups are external forms of religiosity while the
significance of one’s beliefs and how those beliefs influence decision-making are internal forms
of religiosity. Salas-Wright et al. (2012:1567) used these variables to create five classes of
religiosity: “religiously disengaged class, religiously infrequent class, privately religious class,
religious regulars class, and religiously devoted class.” The religiously disengaged class scored
low on all measures. The religiously infrequent class scored low in attendance but gave more
weight to the significance and influence of their religious beliefs. The privately religious class
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had low attendance but very high significance and influence of beliefs. The religious regulars
class scored moderately on all measures. Lastly, the religiously devoted class had high scores
for all measures. Overall, the researchers found that the higher the scores all around, the more
protective religiosity is against substance use.
Torchalla et al. (2014) conducted a study on the protective effects of religiosity where
they collected data from a group with some of the highest rates of substance use: the homeless.
They interviewed homeless individuals in British Columbia, Canada, including both those
individuals who lived on the streets and those who lived in shelters. Torchalla et al. (2014:863)
questioned them about their drug use, including “alcohol, cannabis, cocaine, opioids,
amphetamines, and nonprescribed benzodiazepines they used in the month prior to the
interview.” They also asked them how frequently they attended religious services. Those who
attended weekly or daily were coded as frequent attendees while all others were coded infrequent
attendees. Their results indicated that frequent attendees used less alcohol, cocaine, and opioids
than infrequent attendees, while they were slightly more likely to use cannabis. While not
generalizable, the study indicates how strong religion may be as a protective factor because it
affects those who exhibit higher than average rates of substance use and those who have greater
contact with drugs and drug users.
Gomes et al. (2012) surveyed 12,595 college students in Brazil in order to explore the
relationship between public religiosity and drug use. The students were chosen using a
probability sampling method from private and public universities in Brazil and were asked about
their use of alcohol, tobacco, marijuana, and illicit drugs in the last thirty days, last 12 months,
and during their lifetime, as well as how often they attended religious meetings. Students who
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attended religious meetings at least once a month were considered frequent attenders (FR) and
those who attended occasionally or did not attend were considered non-frequent attenders (NFR).
Gomes et al. (2012) found that in the last thirty days, NFR students were more likely to
have used tobacco, marijuana, and alcohol. Over the last twelve months, they were also more
likely to report using at least one other illicit drug than FR students. Furthermore, these effects
remained even after controlling for gender, age, socioeconomic status, and marital status. The
results of their study show a clear protective influence of religiosity over drug use.
In a qualitative study located in Brazil, Sanchez et al. (2011) used three qualitative
research techniques in order to explore the religious beliefs which may protect against drug use.
The first was a focus group technique, selecting drug-naïve, religious group attending, Brazilian
youths (ages 16 to 24). There was a total of six focus groups and 55 participants. Participants
were only chosen from three different religions: Catholicism, Protestantism, and Spiritism. They
selected one church of each faith from an upper class, middle class, and lower class
neighborhood. Focus group inclusion was voluntary given that the individual met the criteria
listed above. The participants were asked a variety of questions concerning drugs and religion,
such as what are drugs, how does your religion look at drugs, and what drugs are most
dangerous.
The second qualitative method used by Sanchez et al. (2011) was participant observation
at 21 well-known religious centers in Sao Paulo. Observers took notes on the types of activities
the youth were involved in, what topics came up in discussion during these activities, and casual
conversations between the observer and members of the church. The participant observation
allowed the researchers to get to know the church leaders and youth better and their notes were
used in coding and categorizing the transcripts from the focus groups.
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The third and final qualitative method Sanchez et al. (2011) used was in-depth interviews
with 37 religious leaders in Sao Paulo. They were asked the same questions about drugs and
religion as the individuals in the focus groups were asked. The responses from the religious
leaders were coded and categorized in a very similar way to the focus group responses.
The results from the three methods seemed to indicate that religion had a small role in
why people use drugs and why people do not use drugs. In other words, religious participation
was not often discussed as a reason why people might choose not to use drugs and absence of
religion was not discussed as a reason why people might turn to drugs. The majority of focus
group participants claimed that it was their parents who were primarily responsible for their
opinions of drugs and their choices not to use them, not their religion. Although this differs from
much of the quantitative research on this topic, Sanchez et al. (2011) remark that religion is still
at play because religious parents are likely to impart the same morals on their children that their
religion supports. Furthermore, religious beliefs may explicitly guide parents when they are
raising their children.
Private Religiosity
Private religiosity refers to private religious acts and feelings, such as prayer and personal
religious beliefs. This subsection presents findings of several studies concerning the effects of
private religiosity.
Salas-Wright et al. (2012) created five classes of religiosity which are outlined above.
They found that the higher religiosity class one was in (meaning the higher one scored on all
measures), the less likely one was to engage in substance use. The lower classes were those
classes which scored low on attendance and low on private religiosity, those which scored low
on attendance but moderate on private religiosity, and those which scored low on attendance and
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very high on private religiosity. The classes with low attendance had less of a protective effect
against substance use than the classes with moderate/high attendance. In fact, except for
marijuana use, private religiosity alone was not sufficient to significantly protect against any
drug (Salas-Wright et al. 2012), which suggests that religiosity’s protective effects are largely
connected to social control.
Desmond, Ulmer, and Bader (2013) conducted a study to determine the role of selfcontrol in the relationship between religiosity and drug use. They used data from the National
Longitudinal Study of Adolescent Health (Add Health) which surveyed about 17,000 11th and
12th graders. Desmond et al. (2013) hypothesized that religiosity was positively associated with
later self-control and that self-control mediates the effect of religiosity on drug use. They
measured religiosity by combining the scores from questions about one’s frequency of service
attendance (external religiosity), frequency of prayer (internal religiosity), and importance of
one’s religion (internal religiosity). These scores were summed and then used to create a scale
from 0-9 with 9 being the highest score of religiosity. Although the composite measure includes
an external form of religiosity, the study is included here because the other two measures were
internal forms. To measure self-control, Desmond et al. (2013) created a variable which
combined the responses to questions about temper, risk-taking, impulsivity, and selfcenteredness.
Desmond et al. (2013) found that those with a higher religiosity score had a higher selfcontrol score as well. The authors also found that that self-control did partially mediate the
effect of religiosity on marijuana and alcohol use but did not fully explain religiosity’s effect.
This means that, while having high religiosity may increase one’s self-control, which may make
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one less likely to use substances such as marijuana and alcohol, there is another as yet
unexplained component of religiosity which protects against substance use.
EXPOSURE TO DRUG USERS
The literature presented in this section examines the effect of exposure to drug users on
religiosity and drug use.
Palamar, Kiang, and Halkitis (2014) conducted a study on a diverse sample of young
adults in New York City to see which elements of religiosity had greater effects on drug use
(including marijuana, cocaine, ecstasy, and nonmedical opioid and amphetamine use) and if
those effects persisted when exposure to drug users was controlled for. Palamar et al. (2014:662)
measured exposure to drug users by using a questionnaire which presented statements such as
‘‘‘I have worked with a person that uses [drug name]’’ and ‘‘I have a friend who uses [drug
name].”’ An individual’s exposure was then calculated by adding up the number of statements
the individual agreed with.
Palamar et al. (2014) found that frequent religious attendance had a strong, significant
protective effect against use of marijuana and cocaine but that effect was weakened when
exposure to drug users was controlled for. Exposure to users was a strong predictor of drug use
for each drug tested. Furthermore, the negative relationships between religious affiliation and
importance of one’s religion and drug use lost their significance when exposure to drug users
was controlled for. These results indicate that a large part of religiosity’s protective influence
might be that individuals, being a part of a religious community, are less likely to associate with
people who use drugs. Palamar et al. (2014:661) also reasoned that, due to a lack of exposure to
drug users, individuals may be more likely to “stigmatize” drug users and, thus, be less likely to
use drugs themselves.
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In the study done by Torchalla et al. (2014), religious service attendance predicted lower
rates of substance use for homeless individuals. While they did not explicitly observe contact
with drug users, it is mentioned that these individuals have higher than average rates of such
contact. Nonetheless, the protective factor remained significant against alcohol, cocaine, and
opioid use. This result is quite different from those reported by Palamar et al. (2014), since high
religiosity did not necessarily mean the individuals had less contact with drug users.
Sanchez et al. (2011) also mentioned contact with drugs/drug users in their discussion of
their results, although, like Torchalla et al. (2014), they did not explicitly study contact.
Nonetheless, because all of their focus group participants attended religious events at least
weekly, they posited that frequent religious attendance may affect the youths’ choice not to use
drugs either by occupying their time with religious activities or by surrounding them with other
people who choose not to use drugs and share similar moral values.
DEMOGRAPHIC FACTORS
The literature presented in this section examines the effect of demographic factors on
religiosity and drug use.
Unsurprisingly, several demographic factors were found to be associated with drug use
and/or religiosity, though usually, they did not significantly affect the strength of religion’s
protective effect on drug use. In the study conducted by Gomes et al. (2012) on college students,
males were more likely than females to have used alcohol and marijuana in the last 30 days,
students between 18 and 34 years old were more likely to have used alcohol and other drugs in
the last 30 days, married students were less likely to have used marijuana in the last 30 days, and
separated students were more likely to have used other drugs in the last 30 days. According to
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Gomes et al. (2012), these results were consistent with other research on drugs and college
students.
Torchalla et al. (2014) examined demographic factors and their association with religious
attendance and drug use amongst the homeless population in British Columbia, Canada. The
authors found that frequent attendees of religious services were older, were first homeless at an
older age, and were less likely to be women than infrequent attendees. Torchalla et al.
(2014:865) also found that “lower education and receiving governmental support were
consistently associated with substance use.”
In contrast to the findings on gender and religiosity by Torchalla et al. (2014), SalasWright et al. (2012) reported that individuals in the religious regulars and religiously devoted
classes were less likely to be male compared to the religiously disengaged group. This
difference may exist for several reasons, including that the Torchalla et al. (2014) and SalasWright et al. (2012) studies sampled from very different populations and that they defined
religiosity very differently. Torchalla et al. (2014) only measured religious attendance while
Salas-Wright et al. (2012) created five classes of religiosity based on five different measurements
of religion.
Salas-Wright et al. (2012) also examined differences in religiosity based on
race/ethnicity, reporting that members in the religiously devoted class were 104% more likely
than members in the religiously disengaged class to report being African American than White.
Furthermore, privately religious class members and religious regular class members were more
likely to report being African American, Hispanic, or other, than report being White.
Steinman et al. (2008) were the only researchers in this literature review whose aim was
to study the demographic differences extant in the relationship between religiosity and substance
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use. They found that, for alcohol use, Black and White students who attended religious activities
weekly were less likely to occasionally and regularly drink alcohol. However, occasionally
attending religious activities often increased their odds of occasionally drinking alcohol. When
examining marijuana use, Steinman et al. (2008) found that for White and Black students of all
sampled ages, weekly RA was strongly, negatively associated with both occasional and regular
marijuana use. Occasional RA was associated with lower rates of marijuana use among younger
White students. Finally, for cigarette use, the authors found that weekly and occasional RA was
negatively associated only with regular cigarette use. Weekly and occasional RA was positively
associated with occasional cigarette use for Black students and White females who were in 12th
grade.
In terms of demographic differences, Steinman et al. (2008) does not have any concrete
rationalizations to account for them, but instead highlight the necessity for further research to
explore these differences so that social scientists can understand how religiosity protects
differentially across demographics. The results of the Salas-Wright et al. (2012) study, described
above, also supports the necessity for further research on the differential protective effect of
religiosity.
TYPE(S) OF DRUG(S)
The literature presented in this section examines the effect of the type(s) of drug(s) being
tested on religiosity and drug use.
In the Palamar et al. (2014) study, researchers found that, when controlling for exposure
to drug users, religious attendance had no effect on the nonmedical use of opioids and
amphetamines, leading the authors to suggest that the protective nature of attendance may
disappear for drugs which are available legitimately. These drugs may be considered less taboo
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by their religious group and be more normalized based on how they are obtained (through a
doctor rather than more illegal means, like being trafficked across the border).
Salas-Wright et al. (2012) found, in general, that only those adolescents who were
publicly religious, as well as privately, experienced significant protective effects against drug
use. However, there was one exception: marijuana use. They found a significant protective
effect against marijuana use for all groups which were at least moderately religious (either
publicly, privately, or both). This result would seem to indicate that marijuana use goes very
strongly against the moral values and norms of the religious group, so much so that it affects
even those who are only moderately religious.
Conversely, Torchalla et al. (2014), when studying the effects of religion on drug use
amongst the Canadian homeless population, saw a positive relationship between frequent
religious services attendees and cannabis use. In other words, frequent attendees were more
likely to smoke marijuana. The results of Salas-Wright et al. (2012) and Torchalla et al. (2014)
are quite different but their studies were very different as well. Whereas Salas-Wright (2012)
used NSDUH data on adolescents (which does not collect information from the homeless and is
from the United States), Torchalla et al. (2014) used survey data collected exclusively from
homeless adults in British Columbia, Canada. Torchalla et al. (2014) proposed that, because
British Columbia has the highest rates of marijuana use in Canada and is more tolerant towards
it, and because marijuana is found more easily there than in many places, homeless adults may
view marijuana as more normalized. Some may even feel that it helps them connect with their
faith, rather than conflicting with it (Torchalla et al. 2014).
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RELIGIOUS DENOMINATION
The literature presented in this section examines the effect of religious denomination on
religiosity and drug use.
The data is mixed concerning the effects of religious denomination on drug use. Many
researchers believe that the protective influence of religion will vary across denominations
because some denominations speak out more against using drugs and alcohol (Gmel et al. 2013).
In the Gmel et al. (2013) study, researchers did conclude that religious denomination had a
protective effect on drug and alcohol use, even controlling for religiosity, though the most
significant differences were witnessed between Roman Catholicism and respondents who
reported no religious denomination. Furthermore, results from Gomes et al. (2012) also
indicated that denomination may be important. In their findings, they noted that Protestant
students attended more religious meetings and reported less alcohol use.
Conversely, Palamar et al. (2014) concluded that religious denomination alone neither
increased nor reduced one’s likelihood of using drugs. They found that the attendance of
religious services and the importance of one’s religion were the only significant protective
factors against drug use although even those were reduced or even disappeared when they
controlled for exposure to drug users.
Interestingly, Gmel et al. (2013) and Gomes et al. (2012) both found denomination to be
a significant factor but did not find the same religious denomination to be significant.
Additionally, Palamar et al. (2014) observed no significance of religious denomination in terms
of its protective factor against drug use. More research needs to be done on religious
denomination and drug use in order to determine its effects one way or the other.
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CRITIQUE
The following section critiques the research presented above for their limitations and
shortcomings.
One limitation of the research is that it relies heavily on self-report data which can lead to
internal validity issues. While individuals are not likely to over-report their drug use, they may
be inclined to under-report it (Torchalla et al. 2014). For instance, those heavily involved in
religious activities may be more likely to hide their drug use because of their involvement in the
religious community and the general intolerance of drug use in such social circles (Torchalla et
al. 2014). This is especially problematic in the study conducted by Sanchez et al. (2011) because
of their utilization of the focus group technique. The researchers admit that participants may not
always be truthful during a focus group because they are intimidated by the potential responses
from the other participants. Thus, they may not have spoken about their true beliefs concerning
drugs or about experimentation with drugs they may have done in the past. While this study
does use data from a self-report survey, the NSDUH utilizes techniques such as ACASI (audio
computer-assisted self-interviewing) which may encourage individuals to answer more truthfully
because their responses are private and not seen by the interviewer.
Taken as a whole, the research on religion and drug use is limited by its inability to
standardize religiosity. Each study has a different measurement of the variable; some use
religious attendance alone as a proxy for religiosity (Gmel et al. 2013; Gomes et al. 2012;
Torchalla et al. 2014; Steinman et al. 2008) while others use multiple variables in an attempt to
better capture its complexities (Desmond et al. 2013; Palamar et al. 2012; Salas-Wright et al.
2012). These discrepancies in definition make it challenging to compare results between
different studies. When studies report different findings, it is difficult to determine the reasons
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for the differences because they begin with disparate definitions of religiosity. Determining
whether the results are spurious or not is made more difficult as well. This study uses measures
for all three components of religiosity in an attempt to capture religiosity as fully as possible.
Additionally, many of the studies did not sample randomly from the population (Palamar
et al. 2014; Sanchez et al. 2011; Steinman et al. 2008; Torchalla et al. 2014). This affects their
external validity; i.e. the ability of the results to be generalized to a larger population. In other
words, the conclusions of these studies cannot be compared to other populations in other places.
Again, this makes it problematic to compare results between studies. Furthermore, it hinders the
authors’ abilities to suggest policy implications because they cannot say for certain that the
results apply to other populations or even the populations they sampled from.
THEORETICAL PERSPECTIVE
The following section discusses Durkheim’s social integration theory, which guides this
research.
Many studies of the effects of religion on drug use lack a theoretical framework and
merely observe the effects without attempting to explain them. However, there is an overall
theme of social control/social bond for some researchers (Desmond et al. 2013; Gmel et al. 2013;
Salas-Wright et al. 2012) which is derived from Durkheim’s social integration theory. In
Suicide: A Study in Sociology ([1897] 1951), Durkheim described social integration as the
collectiveness of the community and the intensity of that collectivity. As members are more
active and vocal within the community, they become more socially integrated. He also contends
that the more attached the individual is to their group or community, the more likely they will be
to follow the norms set down by that group. They will conform to these norms rather than risk
being cut out of the social group. Furthermore, as the integrated community interacts in positive
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ways, it becomes stronger and more supportive of its members, promoting the welfare of the
whole group. Durkheim argued that an integrated community was stronger than an
individualized community (Durkheim [1897] 1951).
Durkheim defined three types of social integration which are familial, religious, and
political. Durkheim described familial integration as the number of and intensity of familial
relationships. Strong relationships between multiple family members creates strong familial
integration. Durkheim described religious integration as a process where powerful beliefs in
one’s religion and one’s religious group leads to powerful social bonds. Finally, political
integration refers to the individual’s connection with their government and various political
institutions (like the court system, the city council, the state representatives, etc.). He believed
that one could have strong bonds to their government in the same way they could be strongly
bonded with their family or religion (Durkheim [1897] 1951). This paper will focus specifically
on religious integration.
He studied his theory of social integration by examining suicide in Europe, concluding
that the less integrated a community was, the more suicides took place. Specifically, Durkheim
contended that a lack of social integration would lead to egoistic suicide. An egoistic suicide is
one which is committed because one does not feel connected to others so they feel their actions
do not matter (Durkheim [1897] 1951).
Durkheim also discussed the effects of social regulation on society. He theorized that
social regulation helped created a more collective community, just as social integration does.
However, when there is a lack of social regulation, anomic suicide occurs, which is described as
a suicide due to a feeling of aimlessness. This paper focuses primarily on social integration
because Durkheim’s idea of social deregulation and anomie was on a grand scale, such as what
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would occur after the dissolution of a government system. However, social integration also
encourages an adherence to norms and moral standards because, as stated above, individuals do
not want to be cast out of their group.
Durkheim ([1897] 1951) himself focused on the integrative role of religion and its effects
on suicide rates. He claimed that Protestantism was a religion which promoted more
individualism than Catholicism, thus explaining the higher suicide rate amongst Protestants. In
the research conducted in this article, denomination will not be focused on. However,
Durkheim’s conclusion that one’s level of social integration can indicate levels of conformity
will be tested. Religiosity is one form of social integration and, according to Durkheim, should
affect the likelihood of conformity amongst those in the religious community. One way to look
at conformity is to examine drug use because abstinence from drugs and alcohol is a core tenet of
most, if not all, religions.
While scholars do find issues with some of Durkheim’s statistical methods and
manipulations (Stark, Doyle, and Rushing 1983), his theory has inspired contemporary theories
of social control, such as Hirschi’s social bond theory (Maimon and Kuhl 2008). It also
continues to be the subject of current research on religion and suicide. Maimon and Kuhl (2008)
conducted a study on the effects of religion on youth suicide attempts in the United States.
Specifically, they hypothesized that the effects of depression on suicide attempts among
adolescents from grades 7 through 12 would be lessened for those who lived in religious
neighborhoods because they were highly integrated neighborhoods (Maimon and Kuhl 2008).
Using data collected in a nation-wide survey, Maimon and Kuhl (2008:940) found that, “a high
proportion of religiously conservative adherents within one’s neighborhood significantly reduces
adolescents’ suicide attempts.” Furthermore, they found that the positive association between
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depression and suicide attempts is reduced when the adolescents live in a religiously integrated
neighborhood. The results of Maimon and Kuhl’s (2008) study support the relevance of
Durkheim’s social integration theory in contemporary times, especially in terms of religion
specifically.
Durkheim believed his theory could be used to explain other forms of deviance besides
suicide which is important as this study aims to use his theory to explain drug use, which is one
form of deviant/criminal behavior. Thorlindsson & Bernburg (2004) also used Durkheim’s
theory when they conducted a study on juvenile delinquency in Iceland. They administered selfreport surveys at schools to students between the ages of 14 and 16. They measured family
integration through questions about family activities and time spent with family members. They
measured religious integration by asking how frequently the students attended religious services,
read their bible/religious texts, participated in religious activities, and prayed. They measured
political integration by asking how much they trusted political institutions and they measured
school integration by asking about their grades and how well the students felt they prepared and
participated in class. Delinquency included shoplifting, robbery, burglary, and vandalism.
Thorlindsson & Bernburg (2004) found that school integration, religious integration, and family
integration had significant, negative effects on delinquency. Their study is important because it
is a direct test of Durkheim’s theory on delinquency.
Rose et al. (2014) conducted another study utilizing social integration as its framework
which examined the influence of religion on the mental health of black adolescents across the
United States. They used a stratified and clustered sample to survey 3570 African American,
1006 White, and 1621 Blacks of Caribbean descent, all adolescents ages 13 to 17. Unlike
Maimon and Kuhl’s (2008) study, Rose et al. (2014) utilized religious variables at the individual
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unit of analysis such as church attendance, religious activity attendance, and participation during
church. Rose et al. (2014:1014) found that religious involvement, especially when undertaken at
the adolescents’ choice, rather than the parents’, was positively associated with “psychosocial
wellbeing” and negatively associated with “psychosocial dysfunction.” The study indicates that
Durkheim’s macro-level ideas can also be researched on the individual level. Additionally, it
adds further credence to religion as a factor of social integration in present times.
To the best of this author’s knowledge, Durkheim’s social integration theory has not been
used as the sole theoretical framework to guide a study on the effect of religion on drug use.
However, it is a sensible approach to this topic. As made evident by the extant research on social
integration, religion, and suicide, Durkheim’s theory is still relevant in contemporary society.
Furthermore, it is still relevant to assess the integration of a community based on its religiosity.
A community integrated on the basis of religion would have norms and moral values which
discourage the use of drugs; therefore, its members would, according to Durkheim, adhere to
those norms so as to not risk expulsion from the community. Additionally, if the group also has
a strong support system, as Durkheim theorized a socially integrated community would, then it is
possible its members would be less likely to use drugs to deal with the stresses of life and more
likely to ask for support from other members.
SUMMARY
A review of the literature concerning the effects of religiosity on drug use has illuminated
several important concepts beginning with the definition of religiosity. First, religiosity as a
protective factor in general and against drug use was considered. In the first section, religiosity
as a protective factor against suicide, pornography use, and HIV risk was discussed to illustrate
the wide range of behaviors which religiosity has been found to protect against. In the next
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section, results from many studies specifically about religiosity and drug use were examined.
Overall, a clear, negative relationship between religiosity and drug use is suggested by the extant
empirical evidence. Some factors which can affect that relationship, such as demographic
factors, exposure to drug users, type(s) of drugs studied, and religious denomination, are
discussed in the next section. Next, the critique of the literature includes many shortcomings and
limitations of the research, such as a reliance on self-report data, and a lack of generalizability
due to non-randomized samples. Finally, the theoretical framework of this study, Durkheim’s
social integration theory, was discussed, along with two studies which serve as evidence that his
theory can be applied to religion in contemporary times and to individual-level analysis.
In the next chapter, the research methods and data analyses utilized by this current study
are enumerated and described in detail.
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CHAPTER III
METHODOLOGY
INTRODUCTION
This chapter provides an outline of the research methodology for this study. The chapter
begins with the research design, followed by a discussion of the research questions and a
description of the data source. Next, the variables in the study are discussed as well as the
statistical analysis techniques which will be employed by this study. The chapter concludes with
a discussion of the limitations of the methods and a summary of the chapter.
RESEARCH DESIGN
This study utilizes a quantitative, explanatory research design in order to examine drug
use and religiosity amongst individuals over the age of 18 in the United States. The study uses
public-use data from the 2014 National Survey on Drug Use and Health (NSDUH) which is a
cross-sectional, nationally representative survey (SAHMSA 2015b).
RESEARCH QUESTIONS AND HYPOTHESES
This study aims to explore the relationship between religiosity and drug use. In order to
explore this relationship, the following research questions and hypotheses were created:
1. What effect will the frequency of attendance of religious services have on drug use
(ever)? H1: Frequent attendees of religious services will be more likely to have never
used drugs than infrequent attendees, controlling for demographic variables.
2. What effect will the frequency of attendance of religious services have on drug use in
the last 30 days? H2: Frequent attendees of religious services will be less likely to have
used drugs in the last 30 days than infrequent attendees, controlling for demographic
variables.
3. What effect will the importance of one’s religion have on drug use (ever)? H3: The
stronger that individuals feel their religion is very important to them, the more likely they
are to have never used drugs, controlling for demographic variables.
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4. What effect will the importance of one’s religion have on drug use in the last 30 days?
H4: The stronger that individuals feel that their religion is very important to them, the less
likely they are to have used drugs in the last 30 days, controlling for demographic
variables.
5. What effect will the strength of one’s religious beliefs have on drug use (ever)? H5:
The stronger that individuals feel that their religious beliefs influence how they make
decisions in their life, the more likely they are to have never used drugs, controlling for
demographic variables.
6. What effect will the strength of one’s religious beliefs have on drug use in the last 30
days? H6: The stronger that individuals feel that their religious beliefs influence how they
make decisions in their life, the less likely they are to have used drugs in the last 30 days,
controlling for demographic variables.
DATA SOURCE
The data for this research is from is the 2014 NSDUH which is a survey that aims to
capture data on the level and patterns of substance use (including alcohol and tobacco), track
trends in substance use, measure the consequences of substance use/abuse, and detect the groups
which are at the highest risk for drug use/abuse (SAHMSA 2017). The survey is conducted each
year, with the 2014 results originating from interviews conducted in 2014. The interview was
conducted by RTI International which is an independent research organization contracted by the
U.S. Department of Health and Human Services (SAHMSA 2017).
The NSDUH is a nationally representative survey, using multi-stage sampling techniques
to randomly sample from all civilian, noninstitutionalized, English- and Spanish-speaking
individuals over the age of 12 years old (SAHMSA 2015a). Stratified probability sampling is
used to select participants and weighted sampling is also used at the state-level, meaning that the
twelve largest states have more participants sampled from them. The states are the first stratified
level, then census tracts, census blocks, area segments, and finally, dwelling units. From each
sampled dwelling unit, up to two individuals over the age of 12 were selected to participate.
Those who are under the age of 18 have to have parental consent to participate. Individuals are
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offered $30 to complete the hour-long survey. All participants’ information remains confidential
(SAHMSA 2015a).
For each selected dwelling, a trained RTI International interviewer goes to the home and
conducts the survey in person. The survey is conducted using both CAPI (computer-assisted
personal interviewing) and ACASI (audio computer-assisted self-interviewing) (SAHMSA
2015a). For the CAPI sections, the interviewer reads the questions to the subject and then
records their answers on the computer. For the ACASI sections, the individual reads or listens to
the questions using headphones and then records their own responses on the computer
(SAHMSA 2015a). This allows a greater sense of privacy and helps people feel more
comfortable answering personal/sensitive questions.
For this study, only data from individuals above the age of 18 was used. Gender was
distributed almost evenly, with males representing 47% of respondents and females representing
53%. This distribution is not dissimilar to what the Census Bureau reported in 2010, which was
49% male and 51% female. Race/ethnicity was distributed amongst respondents as such: 63%
were White, 16% were Hispanic or Latino, 11% were Black, 4% were Asian, 3% were Multiracial, and the remaining 3% were Native American, Pacific Islander, and other. This
distribution is very close to the national race/ethnicity distribution as estimated by the Census
Bureau for 2016.
Education was measured by the survey as less than high school, high school graduate,
some college, and college graduate. 13% of respondents had less than a high school education,
30% were high school graduates, 29% had some college education, and 28% were college
graduates.
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Employment was measured by the survey as full-time employment, part-time
employment, unemployed, and other (which would include retired). 54% of respondents were
employed full-time, 17% were employed part-time, 6% were unemployed, and 24% fit into the
“other” category.
VARIABLES IN THE STUDY
Dependent Variables
The dependent variable is drug use. In order to operationalize drug use for this study,
three drugs were chosen based on frequency of use in prior research on religiosity and drug use:
marijuana/hashish, cocaine, and heroin. To measure use of each drug, the responses from two
survey questions were used. The first asks if the respondent has ever used said drug and the
second asks when the last the time the respondent used said drug. For example, survey question
MJ01 asks if the respondent has ever used marijuana or hashish. The responses are “yes” or
“no,” marking this variable as dichotomous. Survey question MJLAST3 asks when the last time
the respondent used marijuana or hashish. The responses are, “in the last 30 days,” “more than
30 days ago but within the last 12 months,” and, “more than 12 months ago.” These responses
will be coded into be a dummy variable where 0 is, “more than 30 days ago,” or, “more than 12
months ago,” and 1 is, “within the last 30 days” (SAHMSA 2015b). The same survey questions
exist for both cocaine and heroin and both variables will be treated as dichotomous as in the
example above. For cocaine, the survey questions ask about any form of cocaine and list the
forms as powder, crack, freebase, and coca paste (SAHMSA 2015b).
Independent Variables
The independent variables aim to measure religiosity by focusing on three survey
measures: frequency of religious service attendance, importance of religious beliefs, and
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influence of religious beliefs on one’s decision-making. Frequency of religious service
attendance was measured by asking respondents, “During the past 12 months, how many times
did you attend religious services (excluding special occasions such as weddings, funerals, etc.)?”
(SAHMSA 2015b). The response categories for this question are, “0 times,” “1 to 2 times,” “3 to
5 times,” “6 to 24 times,” “25 to 52 times,” and “more than 52 times.” (SAHMSA 2015b). For
the purposes of this research, based on what previous studies have done, respondents who
answer, “0 times,” “1 to 2 times,” “3 to 5 times,” or, “6 to 24 times,” will be coded as infrequent
attendees. Respondents who chose, “25 to 52 times,” or, “more than 52 times” will be coded as
frequent attendees, making this variable dichotomous.
In order to measure importance of religious beliefs, respondents were asked the degree to
which they agreed with the statement, “Your religious beliefs are a very important part of your
life,” (SAHMSA 2015b). The response options are strongly agree, agree, disagree, and strongly
disagree and this variable is categorical.
In order to measure the influence of one’s religious beliefs on their decision-making,
respondents were asked the degree to which they agreed with the statement, “Your religious
beliefs influence how you make decisions in your life.” The response options are strongly agree,
agree, disagree, and strongly disagree and this variable is categorical.
These variables are meant to represent religiosity as defined previously. They are also
meant to reflect integration as described by Durkheim. Theoretically speaking, the measures of
religiosity (attendance, importance of beliefs, and effect on beliefs on one’s decisions) do all
reflect the level at which the individual is integrated into their religious community. One could
assume that an individual who frequently attends religious services and who feels their beliefs
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are very important and strongly affect their decision-making is someone who is highly integrated
within their religious group.
Control Variables
The control variables are age, gender, race/ethnicity, and marital status. Age was
measured by a question asking the respondent’s date of birth in month, day, and year, after which
age was calculated. Age was recoded into categories from there: 12, 13, 14, 15, 16, 17, 18, 19,
20, 21, 22-23, 24-25, 26-29, 30-34, 35-49, 50-64, 65 and older. Gender is measured by the
interviewer who is prompted by the computer to record the respondent’s gender. The options are
male or female. Race/ethnicity is measured by a question which asks the respondent’s
race/ethnicity. The responses are White, Black, Hispanic, American Indian or Alaskan Native,
Native Hawaiian, Guamanian or Chamorro, Samoan, Other Pacific Islander, Asian (including
Asian Indian, Chinese, Japanese, Filipino, Korean, and Vietnamese), and Other (specify). The
respondent can also choose multi-racial. Marital status is measured by a question which asks if
the respondent is married, widowed, divorced/separated, or never married. Those who have been
divorced but are currently married are instructed to choose “married,” (SAHMSA 2015b).
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Table 1. Variables in the Study
VARIABLE NAME: LABEL
DEPENDENT VARIABLES
DRUG USE
Marijuana/Hashish Use

OPERATIONALIZATION

CODING

Have you ever, even once, used
marijuana or hashish?

1=Yes
0=No
Dichotomous

Marijuana/Hashish Use (Last 30
Days)

How long has it been since you
last used marijuana or hashish?

1=Within the last 30 days
0=Within the last 12 months,
More than 12 months ago
Dichotomous

Cocaine Use (Ever)

Have you ever, even once, used
any form of cocaine?

1=Yes
0=No
Dichotomous

Cocaine Use (Last 30 Days)

How long has it been since you
last used any form of cocaine?

1=Within the last 30 days
0=Within the last 12 months,
More than 12 months ago
Dichotomous

Heroin Use (Ever)

Have you ever, even once, used
heroin?

1=Yes
0=No
Dichotomous

Heroin Use (Last 30 Days)

How long has it been since you
last used heroin?

1=Within the last 30 days
0=Within the last 12 months,
More than 12 months ago
Dichotomous

During the past 12 months, how
many times did you attend
religious services? Please do not
include special occasions such
as weddings, funerals, or other
special events in your answer.

0=Infrequent attendees
(0 times, 1-2 times, 3-5 times, 6
to 24 times)
1=Frequent attendees
(25 to 52 times, more than 52
times)
Dichotomous

Your religious beliefs are a very
important part of your life.

1=Strongly Disagree
2=Disagree
3=Agree
4=Strongly Agree

INDEPENDENT VARIABLES
RELIGIOSITY
Frequency of Religious Service
Attendance

Importance of Religious Beliefs

Influence of Religious Beliefs on
Decision-Making

Your religious beliefs influence
how you make decisions in your
life.

1=Strongly Disagree
2=Disagree
3=Agree
4=Strongly Agree
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Table 1. continued
VARIABLE NAME: LABEL

OPERATIONALIZATION

CODING
1=12-17 Years Old
2=18-25 Years Old
3=26-34 Years Old
4=35-49 Years Old
5=50-64 Years Old
6=65 or older

Age

What is your date of birth?

Gender

Interviewer: Record
respondent’s gender.

1=Male
0=Female

Race/Ethnicity

Which of these groups describes
you?

1=Non-Hispanic White
2=Non-Hispanic Black
3=Hispanic
4=Asian (Including: Asian
Indian, Chinese, Filipino,
Japanese, Korean, And
Vietnamese)
5=Other

Marital Status

Are you now married, widowed,
divorced or separated, or have
you never married?

1=Married
2=Divorced
3=Separated
4=Never Married

STATISTICAL ANALYSES
Descriptive, bivariate, and multi-variate analysis techniques were used in this research.
The techniques are described in the following section.
Descriptive Analysis
Mean will be provided for all dichotomous variables while all other variables will be
represented by frequency percentages. All of the variables in this study are categorical.
Bivariate Analysis
The bivariate analyses used in this study are determined by the level of measurement of
the dependent variables (Sweet and Grace-Martin 2012). All of the dependent variables (drug
use ever and drug use in the last 30 days) are dichotomous; therefore, this study will utilize cross
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tabulations (crosstabs) (Sweet and Grace-Martin 2012). Crosstabs are used to examine the
association between a categorical dependent variable and independent variables which is why
crosstabs are the appropriate analyses for this study (Sweet and Grace-Martin 2012). For each
crosstab, the Chi-Square significance test will be used to determine if the associations are due to
chance or are statistically significant (Sweet and Grace-Martin 2012).
Multi-variate Analysis
The multi-variate analysis technique used in this study is logistic regression. Logistic
regression is an appropriate technique when the dependent variables are dichotomous which is
why it is the best technique for this study (Sweet and Grace-Martin 2012). Logistic regression is
used examine the relationship between several independent variables and the dependent variables
at once. Logistic regression allows the researcher to make predictions about the dependent
variables based on the values of the independent variables (Sweet and Grace-Martin 2012).
In this study, the output of a logistic regression will illustrate the odds that an individual
will or will not have used drugs in their lifetime and the odds that an individual will or will not
have used drugs in the past twelve months, based on the independent and control variables
included in the model. The logistic regression will also show the effect that a one-unit change in
an independent or control variable would have on likelihood of something having used drugs
ever and within the last twelve months (Sweet and Grace-Martin 2012).
Four models will be used in this study. Model 1A will examine the odds of lifetime drug
use based on the independent variables: frequency of religious service attendance, importance of
religious beliefs, and influence of religious beliefs on decision-making. Model 2A will examine
the odds of lifetime drug use based on the independent variables after the control variables (age,
gender, race/ethnicity, and marital status) are introduced. Model 1B will examine the odds of
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drug use in the past 30 days based on the independent variables. Model 2B will examine the
odds of drug use in the past 30 days based on the independent variables after the control
variables are introduced.
Significance Level
The significance level is “the probability that chance explains patterns in the data” (Sweet
and Grace-Martin 2012:108). The significance level is also called the p-value and a low p-value
means that there is a low chance the observed effects were caused by chance, ruling the effects
significant. Based on prior literature, the p-values reported in this study will be p<.05, p<.01,
and p<.001.
LIMITATIONS OF THE METHODS
Several limitations exist within the methods outlined above. First, as the survey is crosssectional, temporal order cannot be established with certainty, meaning that there is little to no
chance of establishing causality between religiosity and drug use. Secondly, while the 2014
NSDUH is nationally representative, the results of the survey may not be generalizable to other
countries (SAHMSA 2015b). Furthermore, the particular sample used in this research (the above
18 age groups) may be limited in its generalizability even within the United States as it overrepresents White people and is under representative of all minority groups. The sample is
predominantly White (63%) which creates a significant limitation in terms of external validity.
Additionally, secondary data will be used in this research and, as such, the variable measures
must be drawn from the survey questions which already exist. If primary data were collected,
questions which more directly measure the variables could be constructed, adding to the internal
validity of these variables. Another limitation is that the 2014 NSDUH does not measure
religious denomination. Given that previous studies have mixed results concerning the effect of
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denomination on drug use, a variable which measured it would be advantageous for this research,
but one does not exist. Finally, there are two significant limitations in the way that the control
variable “gender” is measured. First, the individual does not report their own gender. The
interviewer decides their gender based on how the respondent looks. This is problematic
because the respondent may look androgynous or may look like one gender when they are
another. Secondly, the only answers available are “male” and “female.” This excludes anyone
who may identify as non-binary.
SUMMARY
This chapter detailed the research design, research context, research question and
hypotheses, data source, variables in the study, statistical analyses, and limitations of the
methods for this study. The following chapter will present the results from these methods.
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CHAPTER IV
RESULTS AND DISCUSSION
This chapter will present the results of descriptive, bivariate, and multivariate analyses
which were used to examine the relationship between religiosity and lifetime drug use and
religiosity and drug use within the last 30 days.
DESCRIPTIVE ANALYSIS
Table 2 presents the descriptive statistics for each variable in the study. The mean for
marijuana/hashish use (ever) is 0.42 which indicates that the responses were about 60/40, 40%
having ever tried marijuana. This was the most frequently tried drug by the sample population.
Cocaine use (ever) had a mean of 0.12 indicating a roughly 90/10 response or 10% of
respondents answered that they had tried cocaine in their lifetime. Heroin use (ever) had even
fewer positive responses with an average of .02 indicating just 2% of the sample responded they
had ever used heroin.
Drug use in the last 90 days was less prevalent. Marijuana/hashish use shows an average
of 0.25, revealing that 25% of respondents who answered that they have used marijuana/hashish
in their lifetime have used marijuana/hashish in the past 30 days. Cocaine use has an average of
0.05 indicating that only about 5% of people who have ever used cocaine have used it in the last
30 days. Heroin use has an average of 0.12 meaning that about 12% of those who have used
heroin in their lifetime have used it in the past 30 days.
The descriptive statistics also suggested that most people do not attend religious services
frequently (twice a month or more). About 23% do attend frequently. However, most
respondents did reply that they agree or strongly agree that their religious beliefs are important
and that their religious beliefs influence their decisions, 68.7% and 65%, respectively.
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Most respondents were between 18-25 years old at 31.4% with 35-49 years as the next
highest response category at 27.0%. Gender was nearly equal, with slightly more respondents
being women (52%). Most respondents were White (60.7%) and over half of respondents
answered that they had never been married (50.9%).

Table 2. Descriptive Statistics for Variables Used in the Analysis
Mean
Min.
Marijuana/Hashish Use (Ever)
0.42
0
Marijuana/Hashish Use (Last 30
0.25
0
Days)
Cocaine Use (Ever)
0.12
0
Cocaine Use (Last 30 Days)
0.05
0
Heroin Use (Ever)
0.02
0
Heroin Use (Last 30 Days)
0.11
0
Freq. of Religious Service
0.23
0
Attendance
Gender (1=male)
0.48
0
Frequency
(Valid Percent)
Importance of Religious Beliefs
Strongly Disagree
Disagree
17.4%
Agree
14.0%
Strongly Agree
35.5%
33.2%
Influence of Religious Beliefs on
Decision-Making
Strongly Disagree
17.6%
Disagree
17.4%
Agree
36.5%
Strongly Agree
28.5%
Age
18-25 Years Old
31.4%
26-34 Years Old
20.1%
35-49 Years Old
27.0%
50-64 Years Old
12.9%
65 or Older
8.7%

Max.
1
1

N
55271
55271

1
1
1
1
1

55271
55271
55271
55271
55271

1

55271
N

55271
55271
55721
55271
55271
55271
55271
55271
55271
55271
55271
55271
55271
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Table 2. continued
Race/Ethnicity
White
Black
Hispanic
Asian
More Than One Race
Other
Marital Status
Married
Widowed
Divorced or Separated
Never Been Married

Mean
60.7%
12.1%
17.2%
4.3%
3.5%
2.2%

N
55271
55271
55271
55271
55271
55271

36.6%
2.7%
9.9%
50.9%

55271
55271
55271
55271

BIVARIATE ANALYSIS
Tables 3 through 5 present the crosstabulations and chi-squares for the relationships
between marijuana/hashish use (ever), cocaine use (ever), heroin use (ever) and religious service
attendance, thus applying to H1. Table 3 presents the crosstabulation and chi-square for the
relationship between marijuana/hashish use (ever) and religious service attendance. Most
participants were infrequent attendees and responded that they had used marijuana/hashish in
their lifetime while most frequent attendees indicated they had not. This relationship is
significant at the p<.001 level as demonstrated by the chi-square test.
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Table 3. Crosstabulation for H1.1: Ever Used Marijuana/Hashish * Religious Service
Attendance
Religious Service
Attendance
Infrequent

Frequent

Count

13861

6444

20305

Percent

43.8%

66.8%

49.2%

Yes

Count
Percent

17785
56.2%

3207
33.2%

20992
50.8%

Total

Count

31646

9651

41297

No
Ever Used
Marijuana/Hashish

Table 3 continued

Pearson Chi-Square

Total

Value

df

Asymp. Sig (2-sided)

1561.28 ª

1

.000***

a. 0 cells (0.0%) have expected count less than 5. The minimum expected count is 4745.22.
* p<.05; ** p<.01; *** p<.001.
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Table 4 presents the crosstabulation and chi-square for the relationship between cocaine
use (ever) and religious service attendance. Most respondents had not ever used cocaine, though
more infrequent attendees had used it than frequent attendees. This relationship is significant at
the p<.001 as demonstrated by the chi-square test.

Table 4. Crosstabulation for H1.2: Ever Used Cocaine * Religious Service Attendance
Religious Service
Attendance
Infrequent
Frequent
No
Ever Used Cocaine

Yes

Total

Pearson Chi-Square

Total

Count

25940

8890

34830

Percent

82.0%

92.1%

84.3%

Count

5712

758

6470

Percent

18.0%

7.9%

15.7%

Count

31652

9648

41300

Value

df

Asymp. Sig (2-sided)

581.10 ª

1

.000***

a. 0 cells (0.0%) have expected count less than 5. The minimum expected count is 1511.44.
* p<.05; ** p<.01; *** p<.001.
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Table 5 presents the crosstabulation and chi-square for the relationship between heroin
use (ever) and religious service attendance. Very few respondents had ever used heroin although
most of those that had were infrequent attendees. This relationship is significant at the p<.001
level given the chi-square results.

Table 5. Crosstabulation for H1.3: Ever Used Heroin * Religious Service Attendance
Religious Service Attendance
Total
Infrequent
No
Ever Used Heroin

Frequent

Count

30853

9550

40403

Percent

97.5%

99.0%

97.8%

Yes

Count
Percent

806
2.5%

100
1.0%

906
2.2%

Total

Count

31659

9650

41309

Value
df
Asymp. Sig (2-sided)
Pearson Chi-Square
78.57 ª
1
.000***
a. 0 cells (0.0%) have expected count less than 5. The minimum expected count is 211.65.
* p<.05; ** p<.01; *** p<.001.

Tables 6 through 8 present the crosstabulations and chi-squares for H2 to determine the
relationship between drug use in the last 30 days and religious service attendance. Table 6
illustrates the crosstabulation and chi-square for the relationship between marijuana/hashish use
in the last 30 days and religious service attendance. 25.2% of infrequent attendees responded that
they had used marijuana/hashish in the last 30 days compared to 10.6% of frequent attendees.
This relationship is significant at the p<.001 level as indicated by the chi-square test.
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Table 6. Crosstabulation for H2.1: Used Marijuana/Hashish in Last 30 Days * Religious
Service Attendance
Religious Service
Attendance

Used Marijuana/Hashish in
Last 30 Days

No

Count
Percent

Infrequent
13195
74.8%

Yes

Count
Percent
Count

4438
25.2%
17633

Total

Pearson Chi-Square

Total

Frequent
2853
89.4%

16048
77.1%

340
10.6%
3193

4778
22.9%
20826

Value

df

Asymp. Sig (2-sided)

322.42 ª

1

.000***

a. 0 cells (0.0%) have expected count less than 5. The minimum expected count is 732.55.
* p<.05; ** p<.01; *** p<.001.

Table 7 presents the crosstabulation and chi-square for the relationship between cocaine
use in the last 30 days and religious service attendance. Once again, more infrequent attendees
responded that they had used cocaine in the last 30 days than frequent attendees. The
relationship is significant at the p<.001 level.

Table 7. Crosstabulation for H2.2: Used Cocaine in Last 30 Days * Religious Service
Attendance
Religious Service
Attendance
Infrequent
5332
94.7%
300
5.3%
5632

Frequent
738
98.0%
15
2.0%
753

Value

df

Asymp. Sig (2-sided)

15.75 ª

1

.000***

No
Used Cocaine in Last 30
Days

Yes
Total

Pearson Chi-Square

Total

Count
Percent
Count
Percent
Count

a. 0 cells (0.0%) have expected count less than 5. The minimum expected count is 37.15.
* p<.05; ** p<.01; *** p<.001.

6070
95.1%
315
4.9%
6385

46
Table 8 presents the results of the crosstabulation and chi-square for the relationship
between heroin use in the last 30 days and religious service attendance. While the crosstabulation
shows that more infrequent attendees had used heroin in the last 30 days, the chi-square shows
that the relationship is not significant. However, at .086 it is not far from the p<.05 level.

Table 8. Crosstabulation for H2.3: Used Heroin in Last 30 Days * Religious Service
Attendance
Religious Service
Attendance
No
Used Heroin in Last 30
Days

Yes
Total

Count
Percent
Count
Percent
Count

Infrequent
699
89.4%
83
10.6%
782

Frequent
93
94.9%
5
5.1%
98

Total
792
90.0%
88
10.0%
880

Value
df
Asymp. Sig (2-sided)
Pearson Chi-Square
2.94 ª
3
.086
a. 0 cells (0.0%) have expected count less than 5. The minimum expected count is 732.55.
* p<.05; ** p<.01; *** p<.001.

Tables 9 through 11 illustrate the crosstabulations and chi-squares which examine H3:
the relationship between drug use (ever) and the importance of one’s religious beliefs. Table 9
refers specifically to the relationship between the use of marijuana/hashish in one’s lifetime and
the statement, “my religious beliefs are very important to me.” The crosstab shows that more
respondents who disagreed with the statement had used marijuana/hashish than those who agreed
with the statement. The relationship is significant at the p<.001 level as show by the chi-square
results.
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Table 9. Crosstabulation for H3.1: Used Marijuana/Hashish Ever * My Religious Beliefs
Are Very Important
My Religious Beliefs Are Very Important

Used Marijuana/
Hashish Ever

No
Yes
Total

Total

Strongly
Disagree

Disagree

Agree

Strongly
Agree

Count
Percent
Count
Percent

2694
37.9%
4415
62.1%

2024
35.5%
3680
64.5%

6930
47.8%
7561
52.2%

8424
62.1%
5144
37.9%

20072
49.1%
20800
50.9%

Count

7109

5704

14491

13568

40872

Value
df
Asymp. Sig (2-sided)
Pearson Chi-Square
1705.38 ª
3
.000***
a. 0 cells (0.0%) have expected count less than 5. The minimum expected count is 2801.20.
* p<.05; ** p<.01; *** p<.001.

Table 10 shows the crosstabulation and chi-square for the use of cocaine (ever) and the
importance of one’s religious beliefs. Again, more respondents who disagreed with the statement
“my religious beliefs are very important to me” had used cocaine (ever) than respondents who
agreed with the statement. The relationship is significant at the p<.001 level.

Table 10. Crosstabulation for H3.2: Used Cocaine Ever * My Religious Beliefs Are
Very Important
My Religious Beliefs Are Very Important
Strongly
Disagree
No
Used Cocaine Ever
Yes
Total

Count
Percent
Count
Percent
Count

5575
78.4%
1536
21.6%
7111

Disagree

Agree

Strongly
Agree

4480
78.5%
1224
21.5%
5704

12232
84.4%
2261
15.6%
14493

12192
89.9%
1375
10.1%
13567

Total

34479
84.4%
6396
15.6%
40875

Value
df
Asymp. Sig (2-sided)
Pearson Chi-Square
649.23 ª
1
.000***
a. 0 cells (0.0%) have expected count less than 5. The minimum expected count is 892.55.
* p<.05; ** p<.01; *** p<.001.
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Table 11 shows the crosstabulation and chi-square for the relationship between heroin use
(ever) and the importance of one’s religious beliefs.

Table 11. Crosstabulation for H3.3: Used Heroin Ever * My Religious Beliefs Are Very
Important
My Religious Beliefs Are Very Important
Strongly
Disagree
No
Used Heroin Ever
Yes
Total

Count
Percent
Count
Percent
Count

6866
96.5%
247
3.5%
7113

Disagree

Agree

Strongly
Agree

5535
97.0%
170
3.0%
5705

14209
98.0%
288
2.0%
14497

13377
98.6%
192
1.4%
13569

Total

39987
97.8%
897
2.2%
40884

Value
df
Asymp. Sig (2-sided)
Pearson Chi-Square
111.88 ª
3
.000***
a. 0 cells (0.0%) have expected count less than 5. The minimum expected count is 125.17.
* p<.05; ** p<.01; *** p<.001.

More respondents who disagreed with the statement “my religious beliefs are very
important to me” had used heroin in their lifetime than respondents who agreed with the
statement. The relationship is significant at the p<.001 level.
Tables 12 through 14 present crosstabulations and chi-squares which were used to test
H4: the relationship between drug use in the past 30 days and how the participant responded to
the statement, “my religious beliefs are very important to me.” Table 12 presents the
crosstabulation and chi-square concerning marijuana/hashish use in the past 30 days. More
respondents who disagreed with the statement had used marijuana/hashish in the last month than
respondents who agreed with the statement. These results were significant at the p<.001 level as
indicated by the chi-square.
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Table 12. Crosstabulation for H4.1: Used Marijuana/Hashish in Last 30 Days * My
Religious Beliefs Are Very Important
My Religious Beliefs Are Very Important
Strongly
Disagree
Used Marijuana/
Hashish in Last 30
Days

No
Yes
Total

Disagree

Agree

Strongly
Agree

Total

Count
Percent
Count
Percent

2997
68.5%
1379
31.5%

2711
74.1%
946
25.9%

5917
78.9%
1583
21.1%

4286
84.0%
817
16.0%

15911
77.1%
4725
22.9%

Count

4376

3657

7500

5103

20636

Value
df
Asymp. Sig (2-sided)
Pearson Chi-Square
352.00 ª
3
.000***
a. 0 cells (0.0%) have expected count less than 5. The minimum expected count is 837.34.
* p<.05; ** p<.01; *** p<.001.
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Tables 13 illustrates the crosstabulation and chi-square results examining the relationship
between cocaine use in the last 30 days and respondent’s reaction to the statement, “my religious
beliefs are very important to me.” Once again, more respondents who disagreed with the
statement had used cocaine in the last 30 days than respondents who had agreed and the
relationship was significant at the p<.001 level.

Table 13. Crosstabulation for H4.2: Used Cocaine in Last 30 Days * My Religious Beliefs
Are Very Important
My Religious Beliefs Are Very Important

No
Used Cocaine in Last
30 Days

Yes
Total

Count
Percent
Count
Percent
Count

Strongly
Disagree

Disagree

1415
93.2%
104
6.8%
1519

1151
94.7%
65
5.3%
1216

Agree
2131
95.7%
95
4.3%
2226

Total

Strongly
Agree
1305
96.5%
48
3.5%
1353

6002
95.1%
312
4.9%
6314

Value
df
Asymp. Sig (2-sided)
Pearson Chi-Square
19.91 ª
3
.000***
a. 0 cells (0.0%) have expected count less than 5. The minimum expected count is 837.34.
* p<.05; ** p<.01; *** p<.001.

Table 14 illustrates the crosstabulation and chi-square results examining the relationship
between heroin use in the last 30 days and the participant’s response to the statement. Unlike the
previous tables, more respondents who strongly disagreed and agreed with the statement used
heroin the last 30 days than respondents who disagreed and strongly agreed, but the results were
not significant nor did they approach significance.
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Table 14. Crosstabulation for H4.3: Used Heroin in Last 30 Days * My Religious Beliefs
Are Very Important
My Religious Beliefs Are Very Important
Strongly
Disagree
No
Used Heroin in Last
30 Days

Yes
Total

Count
Percent
Count
Percent
Count

210
87.5%
30
12.5%
240

Disagree

Agree

Strongly
Agree

150
91.5%
14
8.5%
164

251
89.0%
31
11.0%
282

171
92.9%
13
7.1%
184

Total

782
89.9%
88
10.1%
870

Value
df
Asymp. Sig (2-sided)
Pearson Chi-Square
4.07 ª
3
.254
a. 0 cells (0.0%) have expected count less than 5. The minimum expected count is 837.34.
* p<.05; ** p<.01; *** p<.001.
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Tables 15 through 17 present the results of crosstabulations and chi-squares which tested
H5, the relationship between drug use (ever) and participants’ responses to the statement, “my
religious beliefs influence my decisions.” Table 15 in particular illustrates the relationship
between marijuana/hashish use (ever) and the statement. Here, more respondents who disagreed
with the statement had used marijuana/hashish in their lifetime than those that agreed. The
relationship is significant at the p<.001 level.

Table 15. Crosstabulation for H5.1: Used Marijuana/Hashish Ever * My Religious
Influence My Decisions
My Religious Beliefs Influence My Decisions

Used
Marijuana/Hashish
Ever

No
Yes
Total

Pearson Chi-Square

Count
Percent
Count
Percent
Count

Strongly
Disagree

Disagree

2676
37.2%
4522
62.8%
7198

2732
38.4%
4389
61.6%
7121

Value
1684.01ª

df
3

Agree
7314
48.9%
7641
51.1%
14955

Total

Strongly
Agree
7386
63.3%
4275
36.7%
11661

20108
49.1%
20827
50.9%
40935

Asymp. Sig (2-sided)
.000***

a. 0 cells (0.0%) have expected count less than 5. The minimum expected count is 3497.96.
* p<.05; ** p<.01; *** p<.001.

Table 16 presents the crosstabulation and chi-square analyzing the relationship between
cocaine use in one’s lifetime and how one feels about the statement, “my religious beliefs
influence my decisions.” More respondents who disagreed with the statement had used cocaine
in their lifetime than respondents who agreed with it. As shown by the chi-square test, this
relationship is significant at the p<.001 level.
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Table 16. Crosstabulation for H5.2: Used Cocaine Ever * My Religious Influence My
Decisions

No
Used Cocaine Ever
Yes
Tot
al

Count
Percent
Count
Percent
Count

My Religious Beliefs Influence My
Decisions
Strongly Disagree Agree
Strongly
Disagree
Agree
5598
5724
12678
10516
77.8%
80.4%
84.8%
90.2%
1601
1399
2278
1144
22.2%
19.6%
15.2%
9.8%
7199
7123
14956
11660

Total

34516
84.3%
6422
15.7%
40938

Value
df
Asymp. Sig (2-sided)
Pearson Chi-Square
624.55ª
3
.000***
a. 0 cells (0.0%) have expected count less than 5. The minimum expected count is 1117.39.
* p<.05; ** p<.01; *** p<.001.

Table 17 presents the crosstabulation and chi-square results testing the relationship
between heroin use (ever) and the statement, “my religious beliefs influence my decisions.”
More respondents who disagreed with the statement had used heroin in their lifetime than
respondents who agreed with it. The relationship is significant at the p<.001 level.

Table 17. Crosstabulation for H5.3: Used Heroin Ever * My Religious Influence My
Decisions

No
Used Heroin Ever
Yes
Total

Count
Percent
Count
Percent
Count

My Religious Beliefs Influence My Decisions
Strongly Disagree Agree
Strongly Agree
Disagree
6961
6920
14658
11509
96.7%
97.1%
98.0%
98.7%
239
205
302
153
3.3%
2.9%
2.0%
1.3%
7200
7125
14960
11662

Total
40048
97.8%
899
2.2%
40947

Value
df
Asymp. Sig (2-sided)
Pearson Chi-Square
102.35ª
3
.000***
a. 0 cells (0.0%) have expected count less than 5. The minimum expected count is 156.43.
* p<.05; ** p<.01; *** p<.001.
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Tables 18 through 20 illustrate the results of crosstabulations and chi-squares which
examined H6, the relationship between drug use in the past 30 days and the statement, “my
religious beliefs influence my decisions.” Table 18 deals specifically with marijuana/hashish use
in the last 30 days. More respondents who disagreed with the statement had used
marijuana/hashish in the last month than respondents who agreed and the relationship is
significant at the p<.001 level.

Table 18. Crosstabulation for H6.1: Used Marijuana/Hashish in Last 30 Days * My
Religious Beliefs Influence My Decisions

Used
Marijuana/Hashish in
Last 30 Days

No
Yes
Total

Count
Percent
Count
Percent
Count

My Religious Beliefs Influence My Decisions
Strongly
Disagree
Agree
Strongly
Disagree
Agree
3027
3230
6029
3640
67.6%
74.1%
79.5%
85.8%
1453
1129
1552
602
32.4%
25.9%
20.5%
14.2%
4480
4359
7581
4242

Total

15926
77.1%
4736
22.9%
20662

Value
df
Asymp. Sig (2-sided)
Pearson Chi-Square
460.04ª
3
.000***
a. 0 cells (0.0%) have expected count less than 5. The minimum expected count is 972.32.
* p<.05; ** p<.01; *** p<.001.

Table 19 examines the crosstabulation and chi-square for the relationship between
cocaine use in the last 30 days and the statement. More respondents who disagreed with the
statement had used cocaine in the last 30 days than those who agreed. The relationship is
significant at the p<.001 level.
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Table 19. Crosstabulation for H6.2: Used Cocaine in Last 30 Days * My Religious Beliefs
Influence My Decisions

No
Used Cocaine in Last
30 Days

Yes
Total

Count
Percent
Count
Percent
Count

My Religious Beliefs Influence My Decisions
Strongly
Disagree
Agree
Strongly
Disagree
Agree
1484
1297
2157
1085
93.7%
93.4%
96.2%
96.5%
99
91
85
39
6.3%
6.6%
3.8%
3.5%
1583
1388
2242
1124

Total

6023
95.0%
314
5.0%
6337

Value
df
Asymp. Sig (2-sided)
Pearson Chi-Square
29.94ª
3
.000***
a. 0 cells (0.0%) have expected count less than 5. The minimum expected count is 55.69.
* p<.05; ** p<.01; *** p<.001.

Table 20 presents the crosstabulation and chi-square for the relationship between heroin
use in the last 30 days and the statement, “my religious beliefs influence my decisions.” The
relationship here is not significant and results are mixed concerning those who agreed/disagreed
with the statement and heroin use in the last 30 days.

Table 20. Crosstabulation for H6.3: Used Heroin in Last 30 Days * My Religious Beliefs
Influence My Decisions

No
Used Heroin in Last 30
Days

Yes
Total

Count
Percent
Count
Percent
Count

My Religious Beliefs Influence My
Decisions
Strongly Disagree Agree
Strongly
Disagree
Agree
205
175
263
140
88.4%
89.3%
88.9%
95.2%
27
21
33
7
11.6%
10.7%
11.1%
4.8%
232
196
296
147

Total

783
89.9%
88
10.1%
871

Value
df
Asymp. Sig (2-sided)
Pearson Chi-Square
5.66ª
3
.130
a. 0 cells (0.0%) have expected count less than 5. The minimum expected count is 14.85.
* p<.05; ** p<.01; *** p<.001.
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MULTIVARIATE ANALYSIS
Tables 21 through 23 present the three logistic regression models predicting
marijuana/hashish use (ever), cocaine use (ever) and heroin use (ever), respectively. In each
table, Model 1 includes only the hypothesized independent variables (religious service
attendance, importance of one’s beliefs, and influence of one’s beliefs on decisions) while Model
2 shows predicted drug use after the control variables have been added.

Table 21. Logistic Regression Predicting Ever Used Marijuana/Hashish
Model 1
Religious Service Attendance (H1)
Importance of Religious Beliefs (H3)
Religious Beliefs Influence Decisions
(H5)
Age

Model 2

B

Exp(B)

-.689***
(.026)
-.150***
(0.16)

.502

-.153***
(0.16)

.858

.861

Gender
African-American (Compared to White)
Hispanic (Compared to White)
Asian (Compared to White)
More Than One Race (Compared to
White)
Other Race (Compared to White)
Widowed (Compared to Married)
Divorced/Separated (Compared to
Married)
Never Married (Compared to Married)
Constant
Pseudo R-Squared
N
* p<.05; ** p<.01, *** p<.001.
Standard errors in parentheses.

1.738***
(.037)
.057
55271

5.684

B

Exp(B)

-.677***
(.027)
-.115***
(0.16)

.508

-.145***
(.017)
.000
(.005)

.865

.891

1.000

.268***
(.021)
-.211***
(.034)
-.757***
(.030)
-1.457***
(.059)
.274***
(.063)
.097
(0.73)
-.932***
(.070)
.404***
(.035)
.269***
(.093)
2.070***
(.093)

.765
.810
.469
.233
1.315
1.101
.394
1.498
1.309
7.924
.100
55271

57
Table 21’s Model 1 and Model 2 indicate that religious service attendance, the
importance of one’s beliefs, and influence of one’s beliefs are all significant predictors of
marijuana/hashish use (ever). All three of these variables are significant at the p<.001 level, both
before and after the demographic variables are considered.
In Model 1, Exp(B) of .502 indicates that frequent religious attendance reduces the odds
that one will have ever used marijuana/hashish by 49.8%. That changes only slightly when the
demographic variables are introduced in Model 2, to 49.2%, indicating that the demographic
variables play a small role in the relationship between these two variables. For each unit of
increase for importance of religious beliefs, the odds of the individual ever trying
marijuana/hashish are reduced by 13.9% in Model 1 and reduced by 10.9% in Model 2. Each
unit of increase in agreeance with the statement “religious beliefs influence decisions” reduces
the odds of the individual ever having used marijuana/hashish by 14.2% and 13.5% in Models 1
and 2, respectively. To generalize, Table 21 supports the hypotheses H1, H3, and H5 when it
comes to marijuana/hashish use because stronger connections to the three measures of religiosity
predicted the individual was less likely to have ever used marijuana/hashish at a significance of
p<.001 which was maintained even after the demographic variables were introduced. Frequency
of attendance was the biggest predictor of marijuana/hashish use (ever).
Pseudo R-squared in Model 1 indicates that 5.7% of the variance in response can be
attributed to just religiosity; once the demographic variables are included, the pseudo R-squared
increases to 10%. Of all the dependent variables, marijuana/hashish use (ever) has the highest
pseudo R-squared.
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Table 22. Logistic Regression Predicting Ever Used Cocaine
Model 1
Religious Service Attendance (H1)
Importance of Religious Beliefs (H3)
Religious Beliefs Influence Decisions
(H5)
Age

Model 2

B

Exp(B)

B

Exp(B)

-.718***
(.043)
-.135***
(.021)

.488

-.669***
(.044)
-.086***
(.022)

.512

-.116***
(.022)

.890

-.132***
(.023)
.152***
(.007)
.477***
(.029)
-.900***
(.058)

.876

.874

Gender
African-American (Compared to White)

.918

1.164
.620
.407

Hispanic (Compared to White)

-.361***
(.042)

.697

Asian (Compared to White)

-1.441***
(.115)

.237

More Than One Race (Compared to
White)

.074
(.076)

1.077

Other Race (Compared to White)

-.043
(.093)

.958

Widowed (Compared to Married)

-.730***
(.110)

.482

Divorced/Separated (Compared to
Married)

.636***
(.042)

1.890

Never Married (Compared to Married)

.526***
(.039)

1.691

-1.797***
(.131)

.166

Constant
Pseudo R-Squared
N
* p<.05; ** p<.01, *** p<.001.
Standard errors in parentheses.

-.160**
(.053)

.852
.024

.061

55271

55271

Table 22’s Model 1 and Model 2 indicate that religious service attendance, the
importance of one’s beliefs, and influence of one’s beliefs are all significant predictors of

59
cocaine use (ever). All three of these variables are significant at the p<.001 level, both before and
after the demographic variables are considered.
In Model 1, Exp(B) of .488 indicates that frequent religious attendance reduces the odds
one will have ever used cocaine by 51.2%. Once demographic variables are included in Model 2,
that odds are reduced by 48.8%. Each unit of increase for importance of religious beliefs reduces
the odds of lifetime cocaine use by 12.6% in Model 1 and 8.2% in Model 2. Each unit of increase
in agreeance with the statement “religious beliefs influence decisions” reduces the odds of
lifetime cocaine use by 11% in Model 1 and 12.4% in Model 2. To generalize, Table 22
supports the hypotheses H1, H3, and H5 when it comes to cocaine use (ever) because stronger
connections to the three measures of religiosity predicted the individual was less likely to have
ever used cocaine at a significance of p<.001, the significance and strength of which was
maintained even after the demographic variables were introduced. Frequent attendance of
religious services had the biggest impact on predicting cocaine use (ever).
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Table 23. Logistic Regression Predicting Ever Used Heroin
Model 1
Religious Service Attendance (H1)
Importance of Religious Beliefs (H3)
Religious Beliefs Influence Decisions (H5)

Model 2

B

Exp(B)

B

Exp(B)

-.670***
(.113)
-.187***
(.051)

.512

-.483***
(.115)
-.124*
(.052)

.617

-.084
(.053)

.920

-.054
(.054)
.108***
(0.17)
.628***
(.071)
-.841***
(.137)
-.787***
(.120)
-1.724***
(.357)
.067
(.169)
-.126
(.217)
.100
(.264)
1.175***
(.106)
1.222***
(.100)
-3.881***
(.310)

.948

.830

Age
Gender
African-American (Compared to White)
Hispanic (Compared to White)
Asian (Compared to White)
More Than One Race (Compared to White)
Other Race (Compared to White)
Widowed (Compared to Married)
Divorced/Separated (Compared to Married)
Never Married (Compared to Married)
Constant
Pseudo R-Squared
N
* p<.05; ** p<.01, *** p<.001.
Standard errors in parentheses.

-2.300***
(.133)
.004
55271

.100

.884

1.114
.533
.431
.455
.178
1.069
.881
1.106
3.238
3.392
.021
.013
55271

Table 23’s Model 1 and Model 2 indicate that religious service attendance and the
importance of one’s beliefs are significant predictors of heroin use (ever). They are significant at
the p<.001 level in Model 1 and while religious service remains significant at the level once the
demographic variables are introduced, the significance of importance of religious beliefs drops to
p<.05. The variable “religious beliefs influence decisions,” used for testing hypothesis H5, has
no significance in either Model.
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In Model 1, an Exp(B) of .512 indicates that frequent religious attendees are a little less
than half as likely to have tried heroin as infrequent attendees; once demographic variables are
included in Model 2, the odds of lifetime heroin use are reduced by 38.3%. Each unit of increase
for importance of religious beliefs reduces the odds that the individual has ever used heroin by
17% in Model 1 and 15.6% in Model 2. Table 23 supports the hypothesis of H1 and H3 when it
comes to heroin use (ever) but indicates no significant relationship with H5. Frequent attendance
of religious services had the greatest impact on reducing the odds of heroin use (ever).
Tables 24 through 26 present the three logistic regression models predicting
marijuana/hashish use in the last 30 days, cocaine use in the last 30 days and heroin use in the
last 30 days, respectively. In each table, Model 1 includes only the hypothesized independent
variables (religious service attendance, importance of one’s beliefs, and influence of one’s
beliefs on decisions) while Model 2 shows predicted drug use after the control variables have
been added.
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Table 24. Logistic Regression Predicting Used Marijuana in Last 30 Days
Model 1

Religious Service Attendance (H2)
Importance of Religious Beliefs (H4)
Religious Beliefs Influence Decisions (H6)

Model 2

B

Exp(B)

B

Exp(B)

-.769***
(.063)
-.045
(.026)

.463

-.678***
(.066)
-.068*
(.028)

.508

-.238***
(.027)

.788

-.167***
(.029)
-.170***
(.008)
.490***
(.036)
.435***
(.055)
-.149***
(.056)
-.353**
(.133)
.297**
(.087)
.333**
(.108)
.216
(.190)
.561***
(.063)
.769***
(.050)
1.509***
(.152)

.847

.956

Age
Gender
African-American (Compared to White)
Hispanic (Compared to White)
Asian (Compared to White)
More Than One Race (Compared to White)
Other Race (Compared to White)
Widowed (Compared to Married)
Divorced/Separated (Compared to Married)
Never Married (Compared to Married)
Constant

.345***
(.072)

Pseudo R-Squared
N
* p<.05; ** p<.01, *** p<.001.
Standard errors in parentheses.

1.412
.031
55271

.934

.844
1.632
1.545
.861
.702
1.346
1.395
1.242
1.752
2.157
4.520
.114
55271

Table 24’s Model 1 and Model 2 indicate that religious service attendance, the
importance of one’s beliefs, and influence of one’s beliefs are all significant predictors of
marijuana/hashish use in the last 30 days. In Model 1 and Model 2, the dependent variables
religious service attendance and religious beliefs influence decisions are significant at the p<.001
level. The importance of religious beliefs is not a significant predictor at all in Model 1 but
becomes significant at the p<.05 level in Model 2 after the demographic factors are introduced.
In Model 1, Exp(B) of .463 indicates that the odds that frequent religious attendees have
used marijuana in the last 30 days are reduced by 53.7% compared to infrequent attendees in
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Model 1 and, once demographic variables are introduced in Model 2, the odds are reduced by
49.2%. Each unit of increase for importance of religious beliefs reduces the odds that the
individual has used marijuana/hashish in the last 30 days by 6.6% in Model 2 (the prediction in
Model 1 is not significant). Each unit of increase in agreeance with the statement “religious
beliefs influence decisions” reduces the odds that the individual has used marijuana/hashish in
the last 30 days by 21.2% in Model 1 and 15.3% in Model 2. Overall, Table 24 supports the
hypotheses H2, H4, and H6 when it comes to marijuana/hashish use because stronger
connections to the three measures of religiosity predicted the individual was significantly less
likely to have used marijuana/hashish once the demographic variables were introduced, although
H4 was not supported until they were. Frequent attendance of religious services had the biggest
effect on odds reduction.
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Table 25. Logistic Regression Predicting Used Cocaine in Last 30 Days
Model 1

Model 2

B

Exp(B)

B

Exp(B)

-.808**
(.274)
-.112
(.091)

.446

-.523
(.281)
-.127
(.093)

.593

-.101
(.094)

.904

.003
(.097)
-.254***
(.029)
.189
(.124)
1.152***
(.202)
.139
(.172)
.797
(.396)

1.003

More Than One Race (Compared to
White)

-.202
(.340)

.817

Other Race (Compared to White)

.437
(.348)

1.548

Widowed (Compared to Married)

.638
(.741)

1.892

Divorced/Separated (Compared to
Married)

.960***
(.247)

2.611

Never Married (Compared to Married)

1.220***
(.209)

3.387

.110
(.547)

1.116

Religious Service Attendance (H2)
Importance of Religious Beliefs (H4)
Religious Beliefs Influence Decisions
(H6)
Age

.894

Gender
African-American (Compared to White)
Hispanic (Compared to White)
Asian (Compared to White)

Constant
Pseudo R-Squared
N
* p<.05; ** p<.01, *** p<.001.
Standard errors in parentheses.

-1.573***
(.296)

.207

.881

.776
1.208
3.165
1.149
2.219

.005

.046

55271

55271

Table 25’s results indicate that only religious service attendance has significant
prediction power when it comes to cocaine use in the last 30 days and unfortunately that only
exists in Model 1. In Model 1, frequent attendance reduces the odds that one has used cocaine in
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the last 30 days by 55.4% (p<.01) but the variable loses significant in Model 2 once the
demographic variables are added to the regression.
None of the hypotheses are significantly supported by the logistic regressions for cocaine
use in the last 30 days. This may be because there were very few respondents who reported that
they had used cocaine in the last 30 days (around 300).

Table 26. Logistic Regression Predicting Used Heroin in Last 30 Days
Model 1
Religious Service Attendance (H1)
Importance of Religious Beliefs (H2)
Religious Beliefs Influence Decisions
(H3)
Age

Model 2

B

Exp(B)

B

Exp(B)

-.647
(.490)
-.017
(.168)

.524

-.531
(.499)
.074
(.166)

.588

-.123
(.179)

.884

.983

Gender
African-American (Compared to White)
Hispanic (Compared to White)
Asian (Compared to White)
More Than One Race (Compared to
White)
Other Race (Compared to White)
Widowed (Compared to Married)
Divorced/Separated (Compared to
Married)
Never Married (Compared to Married)
Constant
Pseudo-R Squared
N
* p<.05; ** p<.01, *** p<.001.
Standard errors in parentheses.

-1.153*
(.534)
.006
55271

.316

1.077

-.167
(.181)
-.089
(.056)
-.086
(.240)
1.230**
(.382)
-.021
(.407)
-.18.587
(13930.654)
-1.454
(1.030)
-.089
(.767)
.310
(1.098)
.086
(.457)
.804*
(.362)
-.765
(1.016)

.846
.915
.918
3.421
.979
.000
.234
.915
1.363
1.090
2.235
.465

.038
55271
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Table 26’s results do not indicate any significant relationships between the dependent
variables and heroin use in the last 30 days. Again, the responses for this category were very
limited-only around 90 people responded that they had used heroin in the last 30 days out of a
total of 55271 responses. None of the hypotheses are significantly supported when it comes to
heroin use in the last 30 days.
H1: The hypothesis that frequent attendees of religious services will be more likely to
have never used drugs than infrequent attendees, controlling for demographic variables was
supported across all three drug types and all analysis. Based on the logistic regressions, frequent
attendees are about half as likely to have ever used marijuana/hashish, cocaine, or heroin
compared to infrequent attendees even when demographics are controlled for. Additionally, there
was little change in Exp(B) across Model 1 and Model 2, indicating that religious service
attendance operates, to a large degree, independently of the demographic variables included in
Model 2. Religious service attendance was a significant predictor at the p<.001 level for all
drugs examined.
H2: The hypothesis that frequent attendees of religious service will be less likely to have
used drugs in the last 30 days than infrequent attendees, controlling for demographic variables
was supported at a significant level only for marijuana/hashish use. Frequent attendees were
about half as likely to have used marijuana/hashish in the last 30 days compared to infrequent
attendees. Use of cocaine and heroin in the last 30 days was not predictable at a significant level
by this variable.
H3: The hypothesis that the stronger that individuals feel their religion is very important
to them, the more likely they are to have never used drugs, controlling for demographic variables
was supported at a significant level across all drugs tested. For each one-unit increase in
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importance, odds of use were decreased by 10.9%, 8.2%, and 11.6% for marijuana/hashish,
cocaine, and heroin, respectively. This measure of religiosity, which represents private
religiosity, did not have as strong an effect as religious attendance, a measure of public
religiosity. Similar to religious service attendance, there was little change between Model 1 and
Model 2 in Exp(B) which speaks to its independence as a variable. It was significant at the
p<.001 level except for heroin use, where it was significant at p<.05.
H4: The hypothesis that the stronger that individuals feel that their religion is very
important to them, the less likely they are to have used drugs in the last 30 days, controlling for
demographic variables was supported only for marijuana/hashish use; a one-unit increase in
importance of beliefs reduced the odds of marijuana/hashish use in the last 30 days by 6.6%.
Cocaine and heroin also had a negative relationship with religious beliefs but these results were
not significant.
H5: The hypothesis that the stronger that individuals feel that their religious beliefs
influence how they make decisions in their life, the more likely they are to have never use drugs,
controlling for demographic variables was supported for marijuana/hashish and cocaine but not
did not produce significant results for heroin use. For each one-unit increase in the influence of
one’s beliefs, odds are use are decreased by 10.9% and 13.5% for marijuana/hashish and cocaine,
respectively. This is another measure of private religiosity.
H6: The hypothesis that the stronger that individuals feel that their religious beliefs
influence how they make decisions in their life, the less likely they are to have used drugs in the
last 30 days, controlling for demographic variables was supported by significant results for
marijuana/hashish use. A one-unit increase in the influence of one’s religious beliefs reduced the
odds of marijuana/hashish use in the last 30 days by 15.3%.
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Overall, the results of this study did indicate that both private and public religiosity
worked as protective factors against drug use. Those who answered in ways which displayed
stronger ties to their religion were less likely, overall, to have ever used drugs and to have used
marijuana/hashish in the last 30 days. Cocaine and heroin use within the last 30 days also had a
negative relationship with religiosity; however, these results were not significant. One possible
reason for the lack of significance is that the response categories for cocaine and heroin use in
the last 30 days were so small; 314 and 88, respectively (compared to 4736 respondents who
answered they had used marijuana/hashish in the last 30 days). Salas-Wright et al. (2012) had
similar results when it came to marijuana use and they suggested that perhaps marijuana use goes
more strongly against the moral norms and values of the religious group than cocaine or heroin
use.
Durkheim’s theory of social integration does seem to apply to religiosity and drug use; as
he suggested, religiosity, as a form of social integration, should increase the likelihood of
conformity amongst those in the religious group. An example of that conformity would be
abstinence from drugs which is seen in the results here. Additionally, public religiosity
(measured here by religious service attendance) did seem to have a stronger protective effect
than measures of private religiosity which also supports Durkheim’s beliefs as one’s public
actions are more easily scrutinized by the group and may reflect a higher level of integration.
Durkheim’s theory would suggest that those who value their role in their religious group would
not want to violate the rules of that group and risk being cast out from it (such as by using drugs)
([1897] 1951). This study may support that notion but does also indicate that one’s private
beliefs play a role alongside the importance of remaining socially integrated.
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CHAPTER V
CONCLUSION
This chapter will present the societal implications and limitations of the research, as well
as discuss where future research should be aimed.
What is the purpose of studying drug use? As stated in the introduction, addiction costs
this country in many ways but by studying it, researchers can hope to better understand it and, by
extension, how to prevent and curb it. Some addiction groups do focus on religiosity as a means
for helping addicts such as Alcoholics Anonymous and Narcotics Anonymous and some studies
have indicated that the increase in spirituality does significantly aid addicts in maintaining
sobriety (Kelly et al. 2011). This research suggests that programs which focus on the integration
of the individual into society or specific groups within society may help to decrease drug use.
While this study focused specifically on the effects of religious integration, the theoretical
perspective supported by this study would hypothetically support any type of social integration.
Drug policy in the United States has been primarily criminal justice focused meaning that policy
focuses first on the criminalization of drugs and drug users as ways to decrease drug use and
limit the availability of illicit drugs (Burris, Anderson, Davis, and Beletsky 2020). These efforts
have led to mass incarceration and racial disparities in the enactment of drug laws, among other
negative effects, but a shift towards more community-based policy may be on the horizon (Burris
et al. 2020). If researchers can become intimately familiar with the effects that societal ties have
on preventing addiction and helping to cure it, stronger programs can be created to help those
that need it most.
One particular strength of this study is its external validity; that is to say, the
generalizability of the results to greater society. The sample comes from a national survey, the
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2014 NSDUH, which utilized multi-staged sampling techniques to randomly sample from the
population. While it is a strong data source, it could improve by including those who are
institutionalized and those who are homeless. Unfortunately, those are difficult (if not
impossible) populations to randomly sample. This is particularly limiting as those populations
may represent people who are more prone to drug use and those whom drug rehabilitation and
prevention programs would want to focus on most.
Another strength of this study is its ability to measure both private and public religiosity.
Both facets are typically included in the definition of religiosity by researchers, but they are not
always able to operationalize religiosity to include both. This study was which allows for a more
complete picture of its effects.
One limitation on a lot of research concerning drug use is that self-report data is often
used (and usually the best choice). While the 2014 NSDUH does rely on self-report data, it
mitigates the internal validity issues inherent in self-reporting by using an ACASI system so that
respondents are able to answer sensitive questions on their own without having to inform the
interviewer of their responses.
This study, while being strong in many ways, is limited because the focus of the NSDUH
was not explicitly on religiosity. The study could have been enhanced if it had included other
measures of religiosity and measures of religious denomination, which is an area that future
research on drug use could focus on as the results of current studies of drug use and
denomination are mixed (Gmel et al. 2013; Gomes et al. 2012; Palamar et al. 2014).
This research is almost limited by response rate to some of the research questions;
namely, drug use in the last 30 days. There were so few affirmative responses to questions
concerning recent marijuana/hashish, cocaine, and heroin use that not many conclusions were
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able to be drawn about the relationship between religiosity and recent drug use. This may be
because the NSDUH does not sample from populations which may be more likely to exhibit
higher rates of drug use, as mentioned above.
One final limitation is that this study cannot determine temporal order; that is,
whether or not the religiosity or the drug use came first. This is absolutely crucial in order to
draw more complex conclusions about the relationship between the two as temporal order is
necessary to determine causation. As this study was just cross-sectional, that is not possible here.
Future research could focus more on longitudinal data in order to ascertain that
relationship as well as include measures of denomination. Other work could focus on what
makes marijuana so unique-why is it so easily influenced by religion? Is it because it is less
addictive? As marijuana use becomes more and more commonplace (and legalized), these
questions could be useful to investigate.
In summary, this study does support its hypotheses that stronger religiosity, both
private and public, does predict that one is less likely to have used drugs in their lifetime and less
likely to have used marijuana/hashish in the last 30 days. This may be attributed, at least in part,
to the integrative role of religion in society and one’s desire to maintain their position in their
societal groups.
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